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ORIGINAL ARTICLES. 


A WIRE MASK AS AN EYE PROTECTOR AND 
THE USE OF A SUTURE TO CLOSE THE 
EYELIDS AFTER OPERATIONS AND 
INJURIES. 


BY J. S. PROUT, M.D. 
Surgeon Brooklyn Eye and Ear Hospital, etc. 


Dr. Michel’s suggestion was to use the /affetas francais, 
which I have tried, but Behrle’s Transparent American Skin 
Plaster is equally good. Patients have not complained of ir- 
ritation from it, but sometimes it is difficult to cause it to ad- 
here on account of its lightness. To remove it from the eye- 
lids it is only necessary to moisten it with water or whatever 
fluid may be used to cleanse the eye. For this reason no 
medicated solution can be used while it is in place. To over- 
come this objection, in a recent case of simple extraction, in 
which there was chronic conjunctivitis, I closed the eye by 
means of a suture through the edges of the eyelids, and then 


1An extension of remarks made during the discussion of Dr. C. S. Bull’s paper on 
Simple Extraction of Cataract, at the meeting of the American Ophthalmological 


Society, July, 1890. 
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directed instillations of weak solutions of the bichloride and 
of eserine to be made in alternation. The other eye was 
closed by means of the plaster as usual. The patient (zt. 80) 
was allowed to sit up and move about during the day. The 
stitch caused no irritation whatever, and was removed on the 
fourth day, when the wound was found well closed; the eye 
was then closed with plaster anda very satisfactory result was 
obtained. 

I agree with those who believe that no matter how skilfully 
it may be applied, the bandage makes unequal presssure on 
the eyeball, and therefore tends to produce faulty apposition 
of the lips of the extraction wound. Then, again, all of us, no 
doubt, have found that the bandage worn for several days 
sometimes causes conjunctivitis in old eyes, and increased vas- 
cularity very often. For these reasons the suggestion of 
Michel’ to dispense with it and to close the eye after cataract 
extraction by means of the plaster met with my hearty ap- 
proval. Its only drawback was that the eye was not thus suf- 
ficiently protected from that frequent cause of injury, the pa- 
tient’s own hands, a difficulty that the use of the wire mask 
here figured has, in very large degree, removed. It consists 
of a piece of wire netting, such as is used for window screens, 
about three inches wide, and long enough (about eight inches) 
to reach from temple to temple, from which, to prevent disa- 
greeable pressure on the nose, a triangular piece is removed. 
This also assists in keeping it in place. The cut edges are 
bound with wide tape to protect the skin, and to each corner 
are sewed tapes to be passed around the head and tied at the 
temple. This mask stays well in place, does not annoy the 
patient as much as a bandage, in warm weather, at least; can 
be removed and replaced without causing any necessary 
movement of the head, and is an excellent protector of the eye 
during convalescence. When the ball is prominent, the wire 
over it can readily be made convex, as shown on one side in 
the figure, so as to obtain a space of half an inch between it 
and the eye, and there is resistance enough in it to prevent 


*Archives of Ophthalmology, xv., 3, 318. 
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injury from any ordinary movement of the patient’s hands. 
Dr. Gifford, in the Archives of Ophthalmology (xix, 1, p. 
42), has suggested and figured a pasteboard mask for protect- 
ing the eye after operations, etc. The wire mask is lighter, 
cooler, and can be more easily made and adjusted to the face. 
It was suggested to me in October, 1886, by my friend, Dr. H. 
W. Skerry, of Brooklyn, who had used it in a case of purulent 
conjunctivitis to keep flies from the face of the patient. 


Fic. 1. Wire MAsk. 


In this connection I would like to recommend the use of the 
eyelid suture in operative cases, and also in cases of injury, 
especially in young children, in whom it is important and so 
difficult to protect the eye. While the stitch is in place, med- 
icated solutions can be readily instilled, and at the same time 
the eye has the constant support of its natural protector or 
splint—the properly curved tarsus—thus keeping the edges of 
the wound in more accurate apposition than can be otherwise 
obtained. 

The use of the wire mask renders Michel’s suggestion com- 
plete and, with the occasional use of the eyelid suture, will, it 
is hoped, be found a useful contribution to eye surgery. 
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SPECTACLES TO BE USED IN DIVING. 


BY DAVID W. STEVENSON, M.D., 
House Surgeon Illinois Eye and Far Infirmary. 


The cornea is the chief seat of refraction. This is not due 
to its great curvature, but because it separates the two media, 
the air and aqueous, which show a great difference in their “in- 
dex of refraction.” Now in ordinary diving the action of the 
cornea is entirely eliminated. The writer was never a great 
swimmer, but could always dive well, and stay under the water 
a long time. But the cornea being in contact with the surround- 
ing water, the eye was rendered exceedingly highly hyper- 
opic. Thus an old boot at the bottom of the lake might look 


Fic. 2. 


as big as a Saratoga trunk, but the large diffusion circles 
would prevent any recognition of form or detail. Landolt 
(page 181) gives the average refractive power of the eye at 
48.27 Dioptrics. The lens provides about 10 D., and of course 
its action is not interfered with in diving. Therefore 38 D. 
have to be provided for. It will be quite clear that no convex 
lens will give satisfaction. Because of the great curvature re- 
quired, and also on account of the fact that the action of a 
convex lens is largely obliterated in water for the reason that 
their txdex of refraction is nearly alike. 

The index for air beiag so low we would still propose to use 
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that medium by bottling it up. Suppose a little square bottle 
of suitable size to be blown in a mould so that it will have a 
cross section the shape as in Fig. 2. It being sealed up 
with the air enclosed, its action under the water would be the 
same as a strong convex lens in the air. 

It could be made out of annealed glass of uniform thick- 
ness, the same as the flasks and retorts used in the laboratory. 
It might be rendered bi-convex in its interior, or bi-concave 
externally just as easy, requiring only one-half the curvature 
for each side, but I expect the refractive part of this glass 
ought to come as close to the eye as possible. 

The curve on the glass or mould would not be near as great 
as the cornea because of the greater distance from the retina 
or nodal point. 

Having found by experiments the proper curve of the 
mould, thousands of these spectacles could be blown out quite 
cheaply. When fitted in a-nickel riding frame, with an ordin- 
ary saddle (ss) nose piece, they could be made to fit any one, 
and perhaps would give some pleasure in diving. Many val- 
uables remain lost in our lakes, especially the tourists’ lakes, like 
those of Wisconsin, because of the expense of sending fora 
diver who, with an elaborate apparatus, has air pumped to him 
to see and breathe by; also, because by the time he gets 
there, the valuables are covered. 

A startling peculiarity of these glasses is, that they have no 
effect on refraction inthe air. Thus a swimmer could keep 
them on all the time, their action in the air being nothing 
more than that of a coguille (protective). 
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THE TREATMENT OF BLEPHORASPASM. 


BY FRANK ALLPORT, M.D., OF MINNEAPOLIS, MINN., 


Professor of Clinical Ophthalmology and Otology in the University of Minnesota. 


One of the most intractable and annoying little maladies 
met by the oculist is blepharospasm. 

It often becomes a matter of considerable importance to 
overcome it, especially when it prolongs its stay after the 
cause is nearly or quite removed, as when its severity is out of 
all proportion to its cause. 

Its treatment is frequently extremely tedious, and demoral- 
izing to the patient’s peace of mind and injurious to the phy- 
sician’s reputation. 

I have tried all the most approved methods for its relief 
with the exception of division of the supra-orbital nerve. 

I have been unable to see that one remedy possesses any 
particular advantage over others, and have repeatedly ob- 
served cases where, in spite of all that could be done, the 
malady had simply to wear itself out. 

Some cases have been seen, it must be said, where the sud- 
den dashing of the face into a large basin of cold water has 
appeared to be followed by a more or less beneficial effect; 
but in general, treatment of this obstinate little malady has 
_ been far from satisfactory. 

Some three years ago it occurred to me to attack troubles 
in a similar manner to a spasm of the sphincter ani, viz., by 
stretching the fibres of the orbicularis. This was accordingly 
done at my service in the University Free Dispensary in the 
presence of my class of students. It proved so satisfactory 
that I have many times performed the procedure during the 
past three years, both at the dispensary and in my private 
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practice. Indeed it has become a routine practice with me to 
always stretch the orbicularis in obstinate and intractable 
spasm, and it rarely fails to yield an excellent result. The 
procedure is simple enough and consists merely in placing a 
strong, short speculum between the lids and opening its blades 
until it is deemed that the muscle is thoroughly stretched. 
The speculum is then firmly set and allowed to remain in its 
expanded condition for about five minutes, when it is removed. 

The same result may be obtained by two lid elevators. 
The procedure is quite painful, and, as a rule, it is better to 
place the patient under general anesthesia before commenc- 
ing. Still I have stretched the muscle in sturdy patients un- 
der cocaine anzsthesia. 

It is often advisable to repeat the little operation several 
times at intervals of a few days. 


TRANSLATION, - 


A CONTRIBUTION TO THE STUDY OF TUMORS 
OF THE EYELIDS. 


BY CONRAD RUMSCHEWITSCH, OF KIEW. 


Translated from Klin. Monatsbl., October, 1890, by Dr. W. L. Blickhahn, 
St. Louis. 


It is my intention to describe a number of cases of neo- 
plasms of the lids, in the strict sense of the term, particularly 
such as, from their external appearance, remind us wholly, 
or almost so, of a chalazion. Cases which, in their external 
appearance, differ from the chalazion, will be referred to 
only because of their relative rarity, or because of peculiarities 
of structure. 

Among the more common neoplasms of the lids are 
those made up of blood vessels. Weinlechner' has collected 
23 cases of angioma of the lids. These neoplasms are either 
cavernous angiomata or teleangiectacies. The former develop, 
as arule, after birth,and sometimes attain to considerable 
size. Montgomery’ describes a varix aneurysmaticus of trau- 
matic origin, which occupied the whole lid. At the same time 
angiomata may be present in other regions of the body, occa- . 
sionally spreading over a considerable surface. Michel,’ in 
his article “On the Diseases of the Lid-,” cites a case de- 


',,iener Med. Blitter., 1382. No. 30, bis 39. 

*Chicago Society of Ophthalmology and Otology, 1886. 

SHandbuch. d. gesammten A yenheilkunde v. Graefe and Saemisch, Monatsbl. f. 
Augenheilkunde, 1890. 
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scribed by Schirmer, in which the angioma on the right side 
reached from the lower lid to the upper lip, on the left side 
from the forehead to the lower lip, besides which it showed 
itself in the mucous membrane of the mouth and the nose, the 
connective tissue of the lids and bulbus, the soft palate, even in 
the pharynx; it also appeared in circumscribed areas on the 
neck and the right side of the’chest and abdomen. The oph- 
thalmoscope showed a dilatation of the veins of the retina in 
the left eye. 

Furthermore, congenital angiomata are prone to recur. 
Michel reports a case, described by McClelland, in which con- 
genital angiomata of the lids at first increased very slowly; in 
the tenth year, however, the increase was so rapid that the ne- 
oplasm in the upper lid became one-third the size of a hen’s 
egg; that in the lower lid was as large as a tonsil. 

Simon‘ described angiomata which occur in the area of dis- 
tribution of the trigeminus, as “‘vaso-motor nevi.” Knapp has 
also described an unusually rapid growth of an angioma, orig- 
inally congenital—a child, zt. 15 months, in which both lids, 
the orbit, the nose, the eyebrows and the region behind and 
below the ear, were the seat of the trouble. 

Dilatation of the palpebral vessels, even small angiomata, 
may be caused by obstructions in the circulatory system of 
both lids, or even of a circumscribed area of one lid. We al- 
ways observe a marked dilatation of the subcutaneous veins 
(their diameters reaching even 0.5 cm.) when the volume of 
the lids has been increased, due either to the presence of large 
tumors in them (for instance, in amyloid degeneration), in 
cases of large staphylomata, or even to the increase in the size 
of the eyeball, owing to the presence of a growth within it. 

Small angiomata of the skin of the lids are found in the 
covering of an old chalazion. Not long ago I had an oppor- 
tunity to examine such a case anatomically. 

J. D., a man, zt. 32 years, consulted me in 1884 in reference 
to a rather large chalazion (it was the size of a bean), situated. 


*Arch. f. Dermatology and Syphilis, 1872, 14. 
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on the inner half of the right upper lid. I suggested an ope- 
ration, which the patient declined. Up to the end of 1889 
there was no enlargement observed, but the skin had become 
thick, of a bluish color, sprinkled with fine, red dots, was soft 
and movable, and had a pointed elongation in the centre, 
which was about 2 mm. higher than the surrounding surface. 
The alterations in the skin, above noted, were seen to occupy 
an area a little less in extent than the greatest diameter of the 
chalazion. After turning the lid, I made an incision as long 
as the whole length of the chalazion, and removed its contents 
with a sharp spoon. 

After two weeks, all evidences of the chalazion having dis- 
appeared, the color in the skin remaining, it became neces- 
sary, for cosmetic reasons, to remove the skin. 

Microscopic examination showed, besides a general marked 
dilatation of the vessels, more particularly the venous vessels 
of the skin and the subcutaneous layer, and a slight infiltration 
of the tissue with leucocytes, a rather marked hypertrophy of 
the papillz, in each of which a thick loop of vessels was seen. 
These loops appeared macroscopically as red dots on a blue 
background. 

Michel describes protuberances the size of a pea, of a pale 
red color and smooth surface, in the outer angle, particularly 
in the region of the outer lid margin, which develop very slowly 
—their apices appear translucent. Their structure was that of 
fibrillar connective tissue, with here and there large alveoli. 
The walls of these spaces were lined with endothelium, the 
contents a finely granular material, containing leucocytes. 
Michel correctly considers these neoplasms as cavernous 
lymphangiomata. 

Stadler® saw in a new-born child, shortly after birth, a soft 
tumor the size of a pea, in the centre of the left eyebrow. The 
tumor continued growing, and after two years was so large as 
to make it impossible for the child to lift its upper eyelid. 
Toward the middle of the fifth year the tumor did not only oc- 


5Ein Beitrag zur Lehre von der Lymphangiomen.—Dissert, Wuerzburg, 1886. 
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cupy the left side of the forehead, and the whole region as far 
as the lid margin, but it even reached up to the upper border 
of the ear. The tumor was soft, and movable in its whole ex- 
tent, and an examination of its structure showed it to be a cav- 
ernous lymphangioma. 

I observed the following case: A. O., male, zt. 52 years; 
conjunctiva somewhat congested; patient furthermore com- 
plains of stillicidium lacrymarum, The lower lids are thick- 
ened and cedematous. Urine normal. On the right lower lid, 
at a distance of 3 mm. from the outer angle, wholly in the 
outer lid margin, a neoplasm is seen the size of a pea, and of a 
pale red color, with a pale, yet transparent, apex. In the 
middle of the lid a similar, though smaller, neoplasm was seen, 
which was also situatedin the region of the outer lid margin. 
Its apex was, however, not so transparent, and was not ele- 
vated above the level of the surrounding parts. Three similar 
neoplasms were seen on the outer lid margin of the left lower 
lid; they were, however, not larger than a millet seed. One 
of these was situated close to the punctum lachrymale; the 
other two were in the outer angle, almost contiguous to one 
another. According to the patient, these growths made their 
appearance gradually in the course of three years. I removed 
the tumor from the outer angle of the left lower lid for micro- 
scopic examination. 

Below the epidermis and rete Malpighii, which were normal, 
a thin layer of cutis tissue proper was seen, which was almost 
without blood vessels; in the neighborhood of the growth pa- 
pillz were entirely absent. Further toward the centre a fine 
network of bundles of fibrillar connective tissue was seen, which 
was covered by endothelium. In the centre of the neoplasm 
the alveoli were much larger; they could be traced to the apex 
of the growth—that is, to that part which appeared the most 
translucent. The alveoli were filled with a finely granular ma- 
terial, in which here and there a lymph capsule was to be seen. 
This granular material is of post-mortem origin, for during 
life the alveoli were doubtless filled with lymph. The de- 
fect in the tissue after removal of the growth was so slight that 
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it was possible to be satisfied with simply dusting iodoform 
intothe wound. The remaining three tumors were not ex- 
cised, but treated as follows: After cutting off the translucent 
top or apex with a sharp pair of scissors (after which proced- 
ure in every instance a drop of yellowish fluid appeared), I 
curetted what remained of the neoplasm. The hemorrhage 
was slight, and the growths disappeared entirely within a few 
days. I had an opportunity, some months later, of again ex- 
amining the patient, and found the lower lids normal; the 
cedema had disappeared and the conjunctiva had become 
paler. 

Of all the neoplasms of the lids the epithelioma, in the 
shape of a papillary growth, either superficially or deeply sit- 
uated, is surely the most common. Just here I will relate a 


‘case belonging to the latter class, which may prove of inter- 


est because of its extraordinary slowness of development. 

A. S., male, zt. 56 years, relates that in his 24th year he ob- 
served a small wart on the upper lid of his left eye, which, 
later on, began to grow, and after about three years had at- 
tained the size of a pea; the surface was uneven and rough. 
Shortly thereafter the tumor changed shape, becoming pedic- 
ulated, and after about two years it fell off. In his 35th year 
the patient again noticed a growth, and in the same place. Its 
course was the same as that of the previous one, and after six 
months’ time it also fell off. During the next five years the 
patient observed at the site of the tumors only a yellowish, 
somewhat elevated, spot of small size. In his 48th year this 
spot began to enlarge, and after a lapse of eight years I found 
the following conditions: The eyeball, conjunctiva and lower 
lid are normal. On the lower half of the upper lid a neoplasm 
is seen, which is 12 mm. long, 10 mm. wide, and has an eleva- 
tion of 12 mm. above the surrounding tissues. » The outer bor- 
der of the tumor is 6 mm. distant from the outer canthus. The 
lower border occupies the outer edge of the lid margin to the 
extent of the length of the tumor, but very few cilia remain. 
The tumor moves with the skin and is.not connected with the 
tarsus, is of a dirty rose color, uneven surface, and bleeds as 
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soon as itis not tenderly manipulated. Diagnosis: Epithel- 
ioma of a papillary form, which, possibly, developed from a 
simple papilloma. 

As the conjunctiva and tarsus of the upper lid were normal, 
and the tumor was not adherent, and because the tarsus is not 
apt to be invaded by epithelioma, I decided to remove the 
neoplasm as follows: I divided the tarsus into two plates, as 
in the Jaesche-Arlt operation, continuing the incision until I 
had passed the upper border of the growth. Then I made 
two incisions in the normal skin and the normal edge of the 
free lid border, perpendicular to the former, and after having 
lifted the anterior plate of the tarsus, together with the neo- 
plasm, I saw that the remaining tissue was normal. Lastly, I 
made the upper horizontal cut, by which I removed the 
growth. In order to cover the defect which resulted, and 
which was a square centimeter in size, I prolonged the two 
upper vertical incisions and sewed the resulting flap to the lid 
margin with three sutures. 

The microscopic examination showed that a short distance 
from the border of the excised normal skin the sebaceous 
glands appeared hypertrophied, and further toward the centre 
formed epithelial cylinders, of which the mass of the neoplasm 
was entirely made up. These epithelial cylinders were also 
found in the removed portion of the orbicularis, although some 
muscle fibres in the deeper layers appeared perfectly normal. 
No changes were found .in the excised plate of tarsus. The 
neoplasm was so simple that neither hair nor glandular struc- 
ture could be found within it. In the lower portion a changed 
hair follicle lay here and there. Remains of altered sudorifer- 
ous glands were also scarce. The wound healed per primam 
intentionem. Although the operation was done two and a half 
years ago there is as yet no recurrence. 

I will now speak. of the new growths, whose clinical picture, 
if at all, differs but slightly from that of a chalazion. I will 
first refer to a number of cases described by Fuchs in his arti- 
cle on the chalazion and several rare lid tumors. 

1. Adenoma of the sweat glands. A movable tumor, I cm. 
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in size. The hair follicles are surrounded on all sides by the 
growth, and the sebaceous glands are atrophied. Fuchs found 
in cross sections two kinds of cylinders—true ones, filled with 
cylindrical epithelium, and newly formed ones of irregularly 
arranged pavement epithelium. 

2. Adenoma of the sebaceous glands. On the upper lid 
was found a tumor the size of a pea, composed of two parts. 
The growth is encapsulated, and numberless septa enter the 
growth from the capsule. The acini consist of epithelial cyl- 
inders without a lumen. Their structure reminds one of 
glands that secrete sebum, such as the sebaceous or Meibom- 
ian glands, but they have no lumen; fat cells were not present 
in the acini. Fuchs does not, however, come to any conclu- 


sion as to the origin of the growth. 
3. Adeno-carcinoma of the lids. A growth attached to the 


tarsus, I cm. in size. The stroma was composed of fibrillar 
connective tissue, and fibro-cartilage and elastic cartilage. In 
this stroma groups of epithelial cells were enclosed which, here 
and there, resembled adenoid tissue. Fuchs _is of the opinion 
that the carcinoma took its origin from the Meibomian glands 
or glands of Krause, situated in the tarsus. 

4. Enchondroma of the tarsus—a tumor the size of a pea, 
very closely united with the tarsus. The structure resembles 
very much that of cartilage. The fibres, hard, formed spaces 
which appeared on longitudinal section long; on cross section, 
spindle-shaped, round or triangular; all the spores were con- 
nected one with the other, and surrounded by a membrane 
containing nuclei. The growth contained but very few blood 
vessels. No clinical history was presented with the four cases. 
just mentioned. 

5. Sarcoma of the lids\—A man, et. 24 years, had a tumor 
the size of a nut on the outer half of the left upper lid, which 
was not connected with the skin nor conjunctiva. The micro- 
scope showed it to be a spindle-celled sarcoma which, here 
and there, had undergone a mucoid degeneration. Occasion- 
ally the remains of degenerated glandular tissue (accessory 
lachrymal glands) were found, which Fuchs looks upon as the 
origin of the tumor. 
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Lastly, Van Duyse and Cruyl and Randall have described 
tumors which, from external appearance, reminded one of a 
chalazion. 

The case of Van Duyse and Cruyl* was that of a girl, et. 7 
years, in whose upper lid a tumor appeared, as the result of a 
blow, which at first seemed to be a chalazion. Microscopic 
examination showed it to be amyxosarcoma. Randall’ found 
a tumor ina man, et. 41 years, which looked like a chalazion. 
It proved to be a recurrence of a growth removed some three 
years before. The microscope showed it to be a sarcoma. 
Three years later it returned again, occupying one-half of the 
lid. It was again removed, though it was expected to again 
recur. 

I will relate two more cases of adenoma of the Meibomian 
glands. The first case was described by Baldauf*. The 
growth occupied two-thirds of the tarsus of the right lower 
lid. The patient, a woman, zt. 59 years, stated, that the 
_ growth was of four years’ standing. 

Based on the examination of this case,as also on the literature 
on the subject, Baldauf comes to the same conclusion as Fors- 
ster, viz. that of a true adenoma, originating in the Meibomian 
glands, that is to say, a benign growth dependent on a simple 
hyperplasia of the gland tissue. The growth of the neoplasm 
is very slow, and is sharply defined toward the neighboring 
skin. 

The second case was described by Bock®. The patient, a 
woman, zt. 62 years, had a tumor on the inner surface of the 
right upper lid which was of a pale red color, had an uneven 
surface and doughy consistence. The microscope showed an 
adenoma which had its origin in the Meibomian glands. 

I will now describe the cases I examined. 


®An. d’oculistique, T. xcviii, p. 112. 
7Am. Oph. Soc., twenty-third meeting, 1887. 


‘Dissert. inaug. Miinchen, 1870. 
*Wiener. Med. Wochenschr., 1888, No. 59. 
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1. Granuloma of the Lids.—A. N., xt. 18 years, relates that 
about three years ago he was struck in the left lower lid by a 
splinter of wood. At the outer canthus a tumor is seen, I cm. 
long and 7 mm. wide. The skin at this spot is easily movable, 
but presents a white spot resembling a scar in appearance. 
Corresponding to the site of the tumor there is a marked red- 
ness inthe conjunctiva. Aside from this the conjunctiva is 
normal. The tumor is intimately connected with the tarsus 
which, furthermore, appears much thickened in its outer half. 
As I did not find a yellowish-red colored area in the conjunc- 
tiva, which is usually present in a chalazion, I decided not to 
curette, as was my wont, but I preferred to remove the tumor 
by means of an incision through the outside. During the ope- 
ration I became convinced that the tumor grew smaller as I 
came nearer to the conjunctiva, and it proved to be possible to 
remove it without touching the conjunctiva, which,furthermore, 
appeared to be perfectly healthy. 

After preserving the tumor in a proper manner I made cross 
sections and began on that part of it which lay close to the skin. 
After the eighth or tenth section I observed a whitish spot in . 
the center. After about two mms. of the tumor had been cut, 
the microtome knife gave out a peculiar ring, as if it had 
struck a hard body; this was easily discernible and the pres- 
ence of a foreign body was not doubtful, since the specimen 
was embedded in paraffin. I first removed this by the use of 
turpentine, then I removed the foreign body with a forceps, | 
and found it to be a piece of wood, which was thinner toward 
the inside and thicker outside; it occupied a rather oblique po- 
sicion in the growth; its thickness varied from 0.5 to I mm. 
From this on each section presented a central canal which had 
been occupied by the removed splinter, and became the nar- 
rower the deeper (toward the conjunctival end of the tumor) I 
cut. The growth itself was a typical granuloma, whose origin 
was due to the presence of the foreign body in the tarsus of the 
lid. There is no doubt that when the lid was struck with a 
piece of wood, a short piece entered the lid and broke off. 
The place of entrance was plainly seen because of the scar. 
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It iseasily seen that on examination no foreign body was 
found because of its being surrounded on all sides by granula- 
tion tissue. The whole tumor was of a unifor.n structure, ex- 
cept in the region of the tarsus, where remains of Meibomian 
glands were found in two places. 

2. Adenoma of the Glands of Krause-—A.N., male, xt. 34 
years, noticed during the past four years a slowly increasing 
swelling of the right upper lid, close to the outer canthus. The 
right palpebral fissure seemed somewhat contracted, particu- 
larly its outer portion. Aside from this, it is evident that the 
upper border of the tarsus is markedly thickened in its outer 
half, and that this thickening is sharply defined toward the rest 
of the tarsus. The growth is inseparably connected with the 
tarsus; the skin over the growth is, however, freely movable. 
It is more than 1 cm. long. The gradual and very slow de- 
velopment of the tumor is evidence of its benign character. It 
may be assumed that the growth sprang from the group of 
Krause’s glands which lie outward from and to both sides of 
the tendon of the levator palpebrz superioris, not from those 
in the narrowed portion of the tarsus between the upper ends 
of the Meibomian glands and the insertion of the levator. 

On turning the lid it was easy to see that the conjunctiva of 
the lids, fornix and eyeball was not involved inthe tumor, and 
that it would be possible to remove the tumor perfectly, with 
the altered portions of the tarsus, by an incision through the 
skin, and without injuring the conjunctiva. 

The growth was preserved in Miiller’s fluid. It measured 
13 cm. in length, 1 cm. in width, and 15 cm.in thickness. On 
the inner surface of the tumor a shallow depression was no- 
ticeable, which divided the growth in two unequal parts, of 
which the upper one was smaller, and the lower one much 
larger. This depression was seen on the temporal and nasal 
surface of the growth; on the anterior surface, however, it was 
but slightly if at all marked. 

On sections, it was in fact plainly visible that the tumor was 
composed of two portions of unequal structure. 

Although the structure of the growth differed essentially 
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from that of the adjacent tissue, no capsule was found. The 
upper portion was made up of alveoli, closely packed, and sep- 
arated by septa, which were about half the width of the alve- 
oli; only here and there I found broader septa, which were 
even broader than the diameter of the alveoli. The alveoli 
were made up of cylindrical epithelial cells, with their broader 
bases toward the periphery, their apices pointing toward the 
center. The nuclei were in the thickest part of the cell near 
the periphery; only now and then a lumen was seen. The 
septa between the alveoli consisted of typical granulation tis- 
sue, and grew broader from above and outward to below and 
inward, that is, in the direction of the above-mentioned de- 
pression, which bisected the growth. Below this depression 
the structure of the growth changed abruptly. The septa now 
constituted the bulk of the growth, and the alveoli were very 
few in number, so that the septa, or simply the stroma, made 
up nine-tenths of the section. The epithelial alveoli of the 
lower portion differ from those of the upper part of the tumor, 
which were uniformly round, in that some of cylindrical form 
were found with the round form. The epithelial cells retained, 
however, throughout their cylindrical character, their nuclei 
lay always near their periphery. The stroma in the lower part 
of the tumor was made up of granulation tissue and only here 
and there were well marked bands of fibrous connective tissue 
to be seen, which, by the way, formed the lower border of the 
tumor. The epithelium inthe neoplasm had retained the 
characteristic appearance of the site of its origin, so that the 
lower part of the tumor at once recalled the upper border of 
the tarsus of the upper lid, especially its inner half, which, as 
is well known, contains a portion of Krause’s glands. In sec- 
tions from the adult these glands occupy nearly the whole of 
the upper portion of the tarsus, so that only in a small strip of 
the tarsus near its periphery, the tissue contains but few cells. 
In the newly-born, however, connective tissue occurs in excess 
in all structures, and for that reason the tarsus, or in this case, 
the stroma of a portion of Krause’s and the Meibomian glands 
appear much more strongly developed than is usual in the 
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adult; the acini of Krause’s glands are much more widely sep- 
arated. The septa have oftena greater breadth than the 
acini themselves. Furthermore the structure of the tarsus of 
the new-born, as well as quite young subjects, is peculiar in 
the possession of quite a large number of cells which is easily 
seen by comparing sections of the lids stained in hama- 
toxylin. 

It is plain that this was an adenoma of Krause’s glands, the 
stroma of which was composed of granulation tissue. The dif- 
ference in structure of the two portions was that in the upper 
portion epithelial cells predominated, while in the lower ones 
there was principally granulation tissue. 

3. Adenoma of the Sebaceous Glands.—S. Z., male, zt. 20 
years. Both eyeballs, conjunctiva and three lids are perfectly 
normal. On the right lower lid to the outside of the punctum 
lachrymale a small roundish tumor, the size a small pea, is 
seen. Patient said it took the growth four years to develop; it 
is connected both with the skin and _ tarsus, and therefore im- 
movable, has a pale yellow color, and is rather hard. On the 
conjunctiva of the lid is seen a pale spot, the size of a millet 
seed. Cross sections of the excised growth showed the skin 
to be intimately connected with the anterior surface of the tu- 
mor at this site; the skin shows an absence of sweat glands and 
hairs; papilla are present. The layer of skin is thickened, 
contains but few blood vessels, and forms a capsule for the 
tumor. Broad prolongations of the capsule, containing blood 
vessels, enter the growth. These prolongations form a net- 
work, the spaces of which are occupied by epithelial cells. 
The cells are of various sizes, but appear round on_ section. 
Toward the periphery they become more flat, toward the cen- 
tre quite globular, and are much larger. A lumen in the 
glandular tissue could not be found; the epithelia resemble 
strongly the epithelia of sebaceous glands about to undergo a 
specific metamorphosis. In this case not alone was the whole 
thickness of the orbicularis palpebrarum involved, but the cap- 
sule extended to and was connected with the tarsal tissue. 

4. Atheroma of the Lower Lid.—M. W.., female, zt. 25 years. 
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Both eyeballs, conjunctive and three lids were normal. On 
the left lower lid, 5 mm. to the outside of the punctum lachry- 
male, a rather hard, pale tumor, the size of a pea, was ob- 
served. Patient states that two years were required for its 
development. It is adherent to the skin. On turning the lid 
a bluish surface is seen, such as is occasioned by the presence 
of a chalazion, though, on removing the tumor, no_ involve- 
ment of the conjunctiva could be found. On microscopic ex- 
amination, the skin over the tumor was found very much hy- 
pertrophied; both layers, epithelial and connective tissue, were 
changed. No hairs, sebaceous or sudoriferous glands were 
present. Toward the periphery of the tumor prolongations of 
the skin are observed dipping into the growth, and are seen 
to surround nearly one-third of the tumor. On the anterior 
surface of the tumor the skin formed a fold. Between the pro- 
longations and the skin itself, on section triangular spaces are 
seen, filled with connective tissue and a few blood vessels. In 
these spaces well developed sebaceous glands appear, though 
only in a few sections. Their presence is interesting because 
of the absence of hairs. The walls of the atheroma were made 
up of a prolongation or continuation of the cutis and was I 
mm. in thickness; it consisted of fibrous connective tissue, with 
a few flat cells. The inner surface was lined with squamous 
epithelium in two rows. The contents were those of an or- 
dinary atheroma. 

5. Adenoma of the Modified Sweat Glands (Waldeyer) of the 
Lid Margin.—J. Z., male, zt. 25 years. The lids and conjunc- 
tiva of both eyes appear to be normal. The patient became 
uneasy because of the presence of a wart on the border of the 
right upper lid, and which he had noticed about a year. It is 
situated 1 cm. to the outside of the punctum Jachrymale, ex- © 
actly in the centre between the inner and outer edge of the 
free lid border; it is soft, pale red in color, 2.5 cm. long, not 
more than I mm. broad, and is elevated above the surround- 
ing parts about 1.5 mm. I removed the growth, together with 
a layer of underlying tissue. I was compelled to remove sev- 
eral cilia of the inner layer, as they were almost in apposition 
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with the tumor. In making the posterior incision, my inten- 
tion was to not only preserve the excretory ducts of the Mei- 
bomian glands, but also the outer layer of the acini, as there 
were no grounds for supposing that they were involved in the 
hyperplastic process. Superiorly, the incision extended more 
than 2mm. After removal I found on the anterior surface of 
the growth several hair bulbs of cilia, and posteriorly, could 
find no evidence of an emulsion of fat, so that the inner inci- 
sion did actually fall outside of the territory of the Meibomian 
glands. 

The inferior surface of the tumor presented several orifices, 
which I took for the mouths of the excretory ducts of the 
modified sweat glands of the lid, as the growth lay between 
the cilia and the layer of Meibomian glands. Cross sections 
of the tumor had a quadrilateral shape, but were wider toward 
the free lid margin. 

This lid margin appeared thickened, the epithelial cells had 
been transformed into an epidermis of many layers, and the 
papilla were hypertrophied. In the anterior portion of the 
tumor several hair follicles (belonging to the cilia) were found; 
their sebaceous glands were atrophied. Inthe upper part of 
the tumor nothing but connective tissue was found, and this 
rather thin layer of connective tissue covered the posterior 
surface of the growth. 

The above-mentioned orifices on the inferior surface of the 
tumor appeared very large under the microscope, and proved 
to be the openings of the excretory ducts filled with epithelial 
cells, among them a number of horny cells. More superiorly, 
the excretory ducts of the modified sudoriferous glands, filled 
with cylindrical epithelium, are found. Sebaceous glands, 
with the excretory duct of which the duct of the modified 
sweat glands unites, I could not find, although I cut up the en- 
tire growth. The balance of the tumor, up to the region of 
the papillz of the free lid margin, consisted entirely of adenoid 
tissue which, in section, revealed acini of various sizes, which 
were, however, for the most part, small and separated from 
one another by slight bands of connective tissue. The acini 
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, were mostly round, but a few were cylindrical. A lumen was 
| rarely found, and when so, it was near the excretory duct, with 
which an intimate connection seemed apparent in many prepar- 
| arations. The acini which yet contained a lumen were made 
up of cylindrically shaped cells; the others contained cells _ir- ' 
regular in shape, those at the periphery being flat, those in the 
centre round. 
| ; 6. Dermoid of the Lower Lid.—K. J., male, xt. 47 years. A 
little to the outside of the cilia, in the skin of the right lower 
lid, just in the middle, a round, hard tumor is seen, of a dead 
white color, and the size of a small pea. 

Patient states it was one year growing, though a whitish 
spot had been seen there fora longer time. A microscopic 
examination showed the tumor to be covered by a thick mem- ; 
brane, forming a capsule. From the skin a prolongation ex- 
tends into the growth directly into its centre, reaching almost 
to the posterior (inner) wall. This proved to be a prolongation 
from the rete mucosum Malpighii. Surrounding this were 
found more than ten hair follicles with poorly developed hairs, 
which had not reached the skin surface. The hair follicles are 
arranged radially, though the hair bulbs are found against the 
posterior wall. Sudoriferous and even sebaceous glands are 
totally absent; the space between capsule and hair follicles is 
filled with very compact connective tissue. Adjacent to the 
above-described “dermoid,” in an infero-posterior direction, is 
seen a collection of granulation tissue, which resembles that of ) 
a chalazion nodule; in size it is equal to the tumor itself. I am 
of the opinion that the tumor was a congenital dermoid, and 
owing to its small size was scarcely noticeable, which, how- ' 
ever, later became prominent, owing to the development pos- 
teriorly of a chalazion one year previously. 

7. Myxoma of the Upper Lid.—P. R., female, zt. 18 years. 
Alongside of the upper border of the cornea of both eyes, 
sickle-shaped areas of cloudiness, and in the superior fornix of 
both sides scars are seen. The patient states that her eyes 
have been in good condition only for the past five years, while 
formerly, in fact for ten years, she had to give up all occupa- 
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tion. At present a tumor, which appeared one year ago, is 
seen, situated on the border of the right upper lid, adjacent to 
the punctum lachrymale, toward the inner edge. The tumor 
is pale, soft, 2 mm. long, I mm. wide, and has an elevation of 
2mm. Further, the base is narrower than the extremity, 
which, in closing the lids, covers the punctum, on account of 
which the patient is troubled with stillicidium lachrymarum. 

The microscope showed the tumor to be covered by a very 
thick layer of epithelium, which epithelium does not differ 
from that at the inner side in any particular. From the antero- 
superior surface of the growth offsets or prolongations are 
seen to extend into it, made up of epithelium, and forming a 
rather regular system of vertical branches with free extremi- 
ties. Between the branches is seen a material of very slight 
refractive power, containing a few cells, some round, but 
mostly star-shaped or spindle-shaped. In the region of the 
base of the growth this mucoid tissue gradually changes to 
connective tissue. Blood vessels are scarce, and are found in 
the base of the tumor only. Close to the border of the tumor 
I found quite a number of small spaces in the myxomatous 
tissue, which were lined with pavement epithelium. 

8. Papilloma of the Upper Margin of the Lid.—A.S., male, 
zt. 22 years. The eyeballs and conjunctive are normal. In 
the middle of the right upper lid, internally to the cilia, a wart 
is seen, about 2 mm. long, somewhat less in width, with an un- 
even, interrupted border, serrated, pediculated, pale, even 
paler than the surrounding skin. Time of growth four years. 
On cross section the growth appeared like a folded leaf, made 
up of five smaller, rather long parts. The wart was made up 
of loose connective tissue, containing but few blood vessels, 
covered externally by a rather thick layer of skin. 

9g. Adenoma of the Metbomian Glands.—S. Z., male, xt. 24 
years. The eyeballs and conjunctive are normal, as are also 
both left and right lower lids. A tumor, the size of a pea, is 
seen on the right upper lid, 4 mm. from the free lid border. It 
is soft, connected with the tarsus, but not involving the skin, 
which is freely movable. Turning the lid and observing no 
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pale spot on the conjunctiva, I proceeded to remove the 
growth by means of an incision through the skin. The micro- 
scope showed the inner part of the tumor to be tarsal tissue, 
containing acini of the Meibomian glands.  Anteriorly, the 
connective tissue was seen in loops, and in the tissue there ‘ 
were here and there to be seen unchanged striated muscular | 
fibres; between the connective tissue fibres many flat cells are 
found. The loops are filled by acini of different size and form. 
The larger acini are round, and compared with the acini of the 
Meibomian glands, are much smaller. The others have a long 
drawn-out, even cylindrical appearance. All those acini are 
made up of epithelial cells. A few of the round acini differ in 
their structure from the acini of the Meibomian glands, in that 
not only one or two layers, but a number of layers of cylindri- 
cal, cubical or round cells are found in the periphery; toward , 
the centre, however, numberless degenerated cells are found 
in fatty degeneration. These acini are seen more particu- | 
larly in the periphery of the tumor; toward the centre, how- 
ever, the round acini appear much smaller, and in their centre 
there are no cells which have undergone fatty degeneration; in 
their place, however, are numberless round cells. The long 
acini appeared very much the same; the cylindrical ones, how- 
ever, were filled with round cells; no lumen is to be seen. In 
the thickest part of the growth I found a very much flattened ‘ 
excretory duct, in which a very narrow lumen was yet to be 


seen. The walls were intimately connected as well with the round i 
areas (which differed from those of the Meibomian glands in 
that they contained cells having undergone fatty degeneration 


only in their centre or not at all), as also with the cylindrical 
ones, whose structure, as already detailed, differed very mate- 
rially from that of the acini and excretory ducts of the Meibomi- 
an glands. Furthermore, on the walls of this duct roundish 
massive buds were seen, totally composed of round cells. 

In the case referred to, it seems, therefore, that the hyperpla- 
sia of the epithelium of the Meibomian glands took precedence, 
and the picture observed reminds one of the embryonic structure 
of the glands, as well as of changes which occur during a trau- 
matic inflammation. 


CORRESPONDENCE. 


FLUORESCEIN. 


CHATTANOOGA, TENN , December 3, ‘1890. 

EpiroR AMERICAN JOURNAL OF OPHTHALMOLOGY.—My 
limited experience with fluorescein seems to warrant the 
following conclusions: 

1. Of the two varieties the red (flourescein) and the yellow 
(flourescein) neither is preferable, the yellow being as effective 
as the red. 

2. The solution, grs. x, ad oz., is non-irritative, both to the 
normal and to the inflamed conjunctiva and cornea. 

3. The solution has no effect on the normal tissues. 

4. Where there is any solution of continuity of the anterior . 
part of the cornea, there is a greenish discoloration, (superficial 
keratitis, abrasions, ulcers). 

5. The abrasion of the anterior layer of epithelium reduced 
by the instillation of cocaine does not show this effect. 

6. In parenchymatous keratitis there is no discoloration. 

7. Itis useful mainly in locating foreign bodies and in 
cases of ulceration where there is much photophobia and the 
examination is difficult. 

8. It has failed me several times in locating foreign bodies, so 
that the negative diagnosis is not established by a failure of 
the solution to discolor the cornea. 

FRANK TRESTER SMITH. 
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CATARACT OPERATIONS AT THE PRESBY- 
TERIAN EYE, EAR AND THROAT CHARITY 
HOSPITAL OF BALTIMORE CITY. 


Dr. Julian J. Chisolm, the surgeon in charge of the Presby- 
terian Eye, Ear and Throat Charity Hospital of Baltimore, 
in his Annual Report to the Board of Governors, mentions that 
during the year 1890 493 cataract patients had applied at the 
hospital for treatment. Of these, 178 were operated upon, 93 
were cataract extractions without iridectomy; 20 were senile 
cataract extraction with iridectomy; 18 soft cataracts were 
treated by division; 38 capsular cataracts were divided; 81 
thick capsules were extracted, and 1 senile cataract in an old 
man was needled to hasten the maturition. 

Since the opening of the hospital, January, 1878, now 13 
years, 4,048 cases of cataract have applied for treatment; 
1,238 have been operated upon. Dr. Chisolm’s cataract 
operations exceed 2,000, which places him among the 
most experienced in this special line of work. For the past 
five years he has treated his cataract patients in light rooms, 
with the eye not operated upon left open, so that they can 
take care of themselves, as they were accustomed to do be- 
fore operation. The eye operated upon is kept closed by a 
piece of isinglass diaphinous plaster for five days only. At 
the end of this period the plaster is removed and no more 
dressings are applied. The eye from this time on is left open 
to day light and to use, without smoked glasses or brow 
shades.. In two weeks from the day of operation the patient, 
as a rule, is ready for discharge without having been confined 
to bed for one single day of treatment. 

In the last five years, several hundred cataract extractions 
have been treated after this open method. From this very large 


(26) 


a 


News. 27 


experience the surgeon is convinced that those surgeons who 
keep their cataract patients in dark rooms, obtain no benefits 
from the restraints which they enforce. To say nothing about 
the bodily and mental discomforts which accompany the bed 
treatment, with both eyes bandaged, he says that, from his ex- 
perience with both methods, he finds, that convalescence is pos- 
itively retarded by keeping patients in the dark. When cat- 
aract patients have enjoyed the liberty of moving about in a 
light room from the moment of operation, the eyes never in- 
dicate much weakness. At the end of two weeks from the day 
of operation they can better stand the’ exposure to strong 
light than can eyes six weeks after operation when treated by 
the methods of confinement, as usually practiced. 

In his 25 years’ experience as an eye surgeon he has never 
had occasion to secure the hands of a single patient, and is not 
aware of any injury to a single eye from this liberal treatment. 
He believes that if the lid be kept closed over the eye ope- 
rated on only, so as to give to the cut cornea the perfect sup- 
port which the tarsal cartilage ensures, it matters but little if 
the palpebral split gapes somewhat, allowing the light of the 
room to be admitted to the eye from which the extraction has 
just been made. 

In many of his extractions the patient could peep between the 
partially closed lids during the whole treatment, and yet no 
harm followed. Good sight and no inflammation was found 
when the plaster was finally removed on the fifth day, the pe- 
riod at which the corneal cicatrix has become firm enough to 
require no further support. He finds the wide-spread belief 
that the movement of one eye must influence injuriously the 
eye recently operated has no foundation in fact, and that, 
therefore, the closing of both eyes is an unnecessary annoy- 
ance. 

The number of entries in the Case Book of the Hospital for 
the year 1890, was 9,096, with an aggregate attendance of 
33,036, an average of 115 patients for each day of the year. 

[Similar reports of other Eye Hospitals and Infirmaries will 
be published if sent, in manuscript, to the cditor.—Eb. ]. 


SOCIETY PROCEEDINGS. 


OPHTHALMOLOGICAL SOCIETY OF THE UNITED 
KINGDOM. 


TuurspDAY, DECEMBER I1, 1890. 
Henry Power, F.R.C.S., President, in the Chair. 
On Some Points IN THE DEVELOPMENT OF CATARACT. 


Mr. W. A. Brailey read this paper, in which he said that ex- 
cluding the congenital and zonular forms, and also the cata- 
racts secondary to other causes (whether local, as for exam- 
ple, glaucoma or iritis; or general, as diabetes) 7% of the total 
cases seen in private practice were found to have some degree 
of opacity of the lens; but only one on the average out of these 
seven patients had his cataract sufficiently advanced to justify 
the operation of extraction. From examination of the records 
of all patients with immature cataract that had been re-ex- 
amined within the last two years, it was found that 45% of 
them remained absolutely unchanged for the worse; the inter- 
vals between examination and re-examination varying between 
three months and eight years. Four other cases had even got 
slightly better as regards vision, thus making 58% in which 
the sight had not deteriorated. Twenty-three per cent had 
got decidedly worse, inclusive of 4 cases (13%) in which the 
cataract was sufficiently advanced to justify removal under 
ordinary circumstances. The slight improvement of vision in 
13% of the cases was attributed to the hygienic measures 
adopted with regard to the use of the eyes. It was observed 
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that the cataracts which had remained stationary or improved 
were mainly of the cortical variety, as shown by the presence 
of peripheral striz or fissures in the lens, whereas those getting 
slowly and steadily worse were mainly nuclear. Other differ- 
ences were found between the two groups since the cortical 
variety was attended, in about two-thirds of the cases seen, 
both at the onset and for long afterwards, by irritative symp- 
toms, such as conjunctivitis, photophobia, lachrymation, slight 
redness of the optic discs, and by aching in the eyes and head, 
especially on use of the eyes. There was often also a slight 
increase in the refraction, and some augmentation of the power 
of accommodation, with occasionally slight spasm of accomo- 
dation. Finally it was suggested that while the senile nuclear 
cataract was a degenerative change, the cortical exhibited of- 
ten the characters of an inflammation. 

The President said the views put forward by the author of 
the paper were much in accordance with general experience. 
He mentioned some cases in point, now under his care. He 
recalled an axiom of Sir William Bowman’s, never to operate 
whilst a patient could see to read with either eye. The rate of 
development of cataract varied much in different individuals, 
and probably depended in part on constitutional causes; but 
in some cases its progress appeared to be delayed by hygienic 
precautions, more particularly with regard to rest for the eyes 
and attention to the general health. He was unaware of the 
condition having ever actually disappeared spontaneously. 
Mr. Power also spoke of the possibly progressive nature of 
lamellar cataract. He knew of no facts which would enable 
him to hold out any promise of recovery from cataract without 
operation, 

Mr. Silcock said that cases like those described by Mr. 
Brailey were familiar to most ophthalmic surgeons, but he 
thought the group of symptoms associated with one class of 
cases to which Mr. Brailey had drawn attention wg prove 
of value in prognosis. 

Dr. W. J. Collins mentioned the case of a woman in whom 
cataract had been diagnosed by Sir William Bowman twenty- 
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five years previously, and a sketch made. The cataract was 
still immature. He thought the myopia occurring in catarac- 
tous eyes was referable to the increased density of the lens; he 
had found an increased percentage of solids in cataractous 
lenses. 

Mr. Waren Tay was interested in Mr. Brailey’s account of 
the symptoms, other than failing vision, which were present in 
cases with immature cataracts. 

Mr. McHardy said that in his opinion evidence was wanting 
that much use of the eyes hastened the maturation of cataract, 
and he advised patients to make free use of what vision re- 
mained. He thought that the altered state of refraction was 
due to change in the refractive index of the media, and varied 
to some extent with the general health. 


PARESIS OF THE EXTERNAL RECTI. 


Mr. Doyne, Oxford, exhibited and read notes of a case he 
had brought before the Society last session with the above 
title. He now thought the condition was more correctly de- 
scribed as spasm of convergence. The patient, a lad, et. 17 
years, now had vision of */xy; with each eye separately, and J. 8 
when holding the types at three inches from his face. His 
eyes were usually in a normal position, but as soun as exami- 
nation was begun, spasmodic convergence showed itself. The 
refraction was always myopic, though the degree varied; under 
atropine, however, a low degree of hypermetropia became 
manifest. Extreme restlessness and sighing and profuse pers- 
piration when under observation were noticeable symptoms. 
Mr. Doyne thought the case was one which might be classed 
as neurotic, but suspected also that there was deliberate 
malingering. 


PARALYsIS OF EXTERNAL Rect: MUSCLES AFTER DIPHTHERIA. 


Mr. A. Stanford Morton read notes of four cases of paralysis 
of the external recti due to the poison of diphtheria. Three 
of these patients came under his observation during the last 
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ten months, and the fourth was a patient of Mr. Tay in 1876. 
They all complained of somewhat similar symptoms such as 
“crossing” of the eyes and “seeing double,” together with more 
or less defective sight, weakness of the limbs, and staggering 
gait. From a study of the cases it appeared that the paralysis 
of the externi came on in from four to seven weeks after the 
sore throat. Its shortest duration was four weeks and in one 
case it was still inexistence having been present twenty-six 
weeks. In addition to the paralysis of the externi there was 
in one defective action of the superior and internal recti. The 
pupils acted well to light and convergence in all the cases, 
The accommodation was affected in three of the cases; being 
absolutely paralyzed in one. Loss of the patellar reflex was 
very marked. The shortest period in which this symptom was 
recovered from was three months. In two of the cases the re- 
flex was still absent after a period of twenty-six and sixteen 
weeks respectively. These Cases were reported because of 
their apparent infrequency. 

Dr. Sidney Taylor, Norwich, referred to a case of paralysis 
of the external recti following epidemic influenza. 


SupPosED SANGUINEOUS LACHRYMATION. 


Mr. Richardson Cross read an account of this case occurring 
in a lady, zt. 21 years. She was seen in June, 1889, on ac- 
count of slight follicular conjunctivitis of the left eye, and 
discomfort referred to the inner part of the upper lid. On 
July 2, she returned saying that a lotion of cupric sulphate and 
cocaine ordered at her first visit had caused considerable in- 
flammation, and that on two or three occasions blood ora 
blood-stained tear had suddenly suffused the eye and fallen 
down the cheek. A cold douche for the eye and an iron tonic 
were prescribed, and some days later the patient again pre- 
sented herself directly after a drop of blood had fallen. There 
was a small red-stained fibre in the canaliculus and a similar 
thread under the lower lid. No ulcer or hemorrhagic spot 
could be discovered, but the eyeball looked redder than be- 
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fore, and the plica semilunaris was swollen and congested. 
After the lapse of a year, during part of which period the 
symptom was absent in spite of somewhat impaired health, the 
patient returned complaining that one cr more drops of blood- 
stained tears or blood, such as might come from the nose, sud- 
denly suffused the eye and fell down on her book or her work, 
at all times, every two or three days, and even two or three 
times a day. The tear had been observed to come as if from 
under the inner part of the top lid to run mainly along the 
plica and the caruncle under the lower lid, and left a blood 
stain on whatever it fell. Blowing the nose showed that a 
mere tinge had passed through the lachrymal canal. Stooping 
seemed to encourage the blood flow. It had often occurred 
while kneeling in church, and her mother had on several oc- 
casions taken little red films or clots from under the lower lid 
or from the inner side of the eye. The bleeding continued in 
spite of treatment by large doses of iron, which improved the 
general health. In October the patient came again immedi- 
ately after some blood stained tears had fallen; there was still 
a small red fibre or clot between the plica semilunaris and the 
caruncle, and another under the lower lid. The conjunctiva 
especially at the plica was congested. At the end of the 
month the patient was walking with her mother when she 
stooped down to tie her shoe-lace, and at once the eye bled. 
Within a few minutes she was seen by Mr. Cross. The eye 
looked blood-stained, a red film was in the conjunctival sac as 
before. Several spots of blood were on her handkerchief, 
which were tested with guaiacum and hydrogen peroxide, and 
gave a definite blood reaction. The eye sac was carefully ex- 
amined; no spot could be detected from which the bleeding 
seemed to have occurred, the caruncle. was slightly swollen, 
the plica distinctly so, and its vessels congested. Mr. Cross 
said there could be no doubt of the accuracy of the facts as 
stated by the patient. The symptom was a most exceptional 
one, and the literature in connection with it very scanty. 
Hasner and De Wecker had alluded to it, the latter in con- 
nection with scorbutics. There had been no tendency to other 
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hemorrhage, no indication of hysteria, and the patient was 
very anxious to get rid of the malady. She had been at times 
distinctly anaemic. 

Mr. Waren Tay asked if the blood had been examined 
microscopically. 

Mr. Hartridge inquired if the lachrymal tes had been ex- 
amined from the conjunctival surface. 

Mr. Cross replied that the blood had not been microscopi- 
cally examined, and that no abnormal appearances could be 
detected beneath the upper lid. The patient was not a 
bleeder. 
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SELECTIONS FROM AMERICAN MEDICAL 
JOURNALS. 


PYOKTANIN IN DACRYOCYSTITIS. 


BY E. DE SCHWEINITZ, M.D. 

In the December number of the Magazine, Dr. G. M. Gould 
records his experience with blue pyoktanin in the treatment 
of a variety of superficial ocular inflammations, and lays par- 
ticular stress upon its value in dacryocystitis and lachrymal 
conjunctivitis. He states: 

“In chronically unhealthy conditions of the lachrymal ex- 
creting apparatus, I have found it to work like a charm in 
cleansing the channels and drying up the abnormal secretions. 
When the canaliculi or ducts are closed by constriction, they 
may be rendered patent by the usual methods, and with pyok- 
tanin a quick cure thus effected. But there are many cases 
where the obstructed outflow is in part due to the inflammation 
and congestion caused by the presence of unhealthy tears and 
conjunctival disease, and in such cases, without other means, a 
drop of pyoktanin in the lower conjunctival sulcus, repeated 
twice a day for a few days, will work wonders. To the great 
diffusibility of the solution this effect is doubtless in part due.” 

My experience with the drug is in entire accord with the 
sentence just quoted from the paper of my colleague. I have 
used pyoktanin in a number of inflammatory affections of the 
cornea and conjunctiva with very indifferent success and often 
with disappointing effect, but in diseases of the lachrymal pas- 
sages, especially when associated with accumulations of puru- 
lent or muco-purulent secretion in the tear sac, it is in many 
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respects the most efficient remedy, in the rapidity of its curative 
influence, I have employed. Its value depends upon its pus- 
destroying properties and, as has been suggested, its great 
diffusibility. The latter quality is well illustrated by the fol- 
lowing case: 

C. D., a boy, zt. 6 years, had from birth suppuration of the 
right lachrymal sac and closure of the nasal duct. Pressure 
‘over the slightly bulging area of the tear-bag caused the exuda- 
tion from both puncta of a thick, muco-purulent discharge. 
The lower canaliculus was slit and an endeavor made to pass 
a probe, which met with a firmly resisting stricture just beyond 
the lower part of the sac, or beginning of the nasal duct. The 
probe was not torced, neither was the stricture incised. Blue 
pyoktanin (1-1000) was injected into the sac. The next day 
the suppuration had diminished considerably, and on the third 
day only a slightly tenacious, clear fluid exuded from the 
puncta. The pyoktanin injections were repeated for three 
days, when, although no change had taken place in the char- 
acter of the obstruction and no probe had been passed, a little 
of the solution found its way into the inferior meatus of the 
nose. A naso-pharyngeal examination revealed an abnormal 
shape of the lower turbinated bone of the right nostril and evi- 
dences of a severe rhinitis during the past. Treatment of this 
condition was undertaken by Dr. Alexander MacCoy, and 
after a few days the stricture was incised, the probe passed and 
the usual treatment instituted with very rapid improvement. 

This case is interesting chiefly because, although an ordinary 
antiseptic solution like bichloride of mercury could not be 
forced through the stricture previous to its incision, the pyok- 
tanin found a way. 

Rapid cessation of suppuration in the lachrymal passages 
under the influence of this drug is illustrated by the following 
cases: 

Mrs. D., a woman, zt. 50 years, with long-standing, chronic 
dacryocystitis, suffering from acute exacerbation, with free 
secretion of purulent matter from the left sac associated with 
blepharitis and some ectropion, received for three days a 
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pyoktanin injection after slitting of the canaliculus. At the 
end ofthis time the purulent character of the secretion had 
ceased. The drug was now substituted by a solution of bi- 
chloride of mercury and the usual treatment continued, with 
very happy results. It may be stated that the blepharitis during 
the three days that the analine dye was used showed no im- 
provement, but yielded rather speedily to an aristol salve. 

Mr. B., a gentleman over 80 years of age, had for many 
years obstruction of the left nasal duct and muco-purulent dis- 
charge from the tear sac of the same side. He had never per- 
mitted treatment until recently, when, as he was about to un- 
dergo a cataract extraction upon the opposite side, in which 
‘ere was no suppuration in the lachrymal passages, but only a 
slight chronic conjunctivitis, the left canaliculus was slit, the 
nasal duct probed and the sac washed out with the pyoktanin 
solution, which passed freely into the nose. The next day 
there was marked improvement, the fourth day there was only 
a slight gummy discharge, and at the end of a week the ab- 
normal secretion had absolutely dried up. 

The next illustrates the point made by Dr. Gould and other 
observers, that in lachrymal conjunctivitis the drug often does 
good without its injection into the sac or nasal duct, simply by 
placing a drop or two of it daily in the lower conjunctiva 
sulcus. 

A hospital patient, et. 57 years, had upon the left side an 
old stricture of the nasal duct, which in times past had been 
probed, but which recently had not been treated. There was 
slight distichiasis with some pannus in the lower portion of the 
cornea. The eye was tear-soaked, and pressure over the right 
lachrymal sac caused the exudation of a few drops of muco- 
purulent discharge. Without reopening the stricture pyo- 
ktanin was dropped into the conjunctival cul-de-sac, with im- 
provement in 24 hours; and with such marked benefit at the 
end of a week that a semi-luxated, cataractous lens was re- 
moved from that eye with rapid healing of the wound. The 
ultimate result of vision to this man was not very good, owing 
to considerable vitreous disease and patches of atrophic cho- 
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roiditis, but there was no reaction from the operation and no 
more irritation than could be accounted for by the fact that the 
man had suffered from misplaced cilia, which rubbed against 
his cornea. This fault was corrected before the lens was 
extracted. 

These cases will suffice to show that the drug certainly ex- 
ercises a very beneficial influence in drying up the abnormal 
secrections of the lachrymal passages. Further than this, how- 
ever, it does not appear to have marked effect, and it has been 
my practice, after the cessation of suppuration, to substitute 
for it one of the well-known antiseptics. In most of the cases 
blue pyoktanin has been used; in a few treated with the yellow 
variety the result was not so good nor the application quite so 
free from irritation. However, my experience with the latter 
form of the remedy is very limited. Dilatation of the pupil 
following its use was not observed, neither was there any stain- 
ing of the deeper structures. No particularly good effect oc- 
curred in eye affections other than those associated with the 


formation of pus, and in some cases of corneal ulcer the dis- 
ease was apparently aggravated by the application of the 
.remedy.— University Med. Mag. 
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SOME DISPUTED POINTS IN THE CORREC- 
TION OF REFRACTION ERRORS.' 


BY B. ALEX. KANDALL, A.M., M.D. 


In the entire range of ophthalmology there is probably no 
question as important as that of how to deal with errors of re- 
fraction. The sum total of discomfort, disease and impaired 
vision fairly ascribable to ametropia is unapproachable by 
that due to any of the grave disorders to which the eye is sub- 
ject; and glasses are being prescribed with ever-increasing fre- 
quancy and by a rapidly widening circle of medical men. 
Yet it is very unfortunate to note the wide divergence in the 
views of men who ought to be authorities in such matters; and 
the acrimonious criticism with which some of them assail the 
work of others, attacking them even before the laity with a 
vigor which ill accords with professional, or even common 
courtesy, and can be justified only by scientific demonstrations, 
as yet lacking, that the treatment thus condemned is unwise 
and harmful. 

As there are many whose views in this matter are not very 
definite, I have felt that in placing on record the conclusions 
that I have reached in ten years of close and conscientious 
study, I may perhaps aid some in reaching clearer views and 
more satisfactory results. Without claiming any originality, 
then, but apologizing to those who may be bored by this re- 
travelling of much-trodden paths, I will touch upon some of 
the points in dispute. 

First, as to the frequency of ametropia. There are proba- 


1Read in the Section of Ophthalmology at the Forty-first Annual Meeting of the 
American Medical Association, at Nashville, Tenm, May, 1890. 
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bly few now remaining who will uphold the old view that the 
majority of people areemmetropic. The investigations of the 
eyes of infants and school-children have proven beyond any 
reasonable doubt that the young human eye is almost invari- 
ably hypermetropic, that astigmatism is extremely common, 
although not always easily uncovered, and that myopia—the 
bugbear of our German cousins especially—is almost invari- 
ably developed during the school age.* But from this point 
wide divergence begins. The rule that has been proven for 
children, is quite generally held to be inapplicable to adults. 
It is considered entirely natural that the immature child should 
present the undeveloped type of eye; but also that he should 
outgrow it later, as he does many other childish things. The 
general existence of emmetropia in adult life is claimed upon 
a priori ground, and has really been but rarely questioned; yet 
it needs only a rational questioning of the view to show that it 
is baseless. Hardly one cornea in twenty is free from measur- 
able astigmatism, as the modern handy ophthalmometers clear- 
ly show (Javal, Nordenson, Schiotz, Burnett, e7. a/.) So, too, 
as to axial ametropia, the few investigations made among 
adults, falling far short of the whole truth as they generally 
do, still show that not one-half could be looked on as emme- 
tropic. Incomplete as the demonstration is, it is quite enough 
to throw the burden of proof upon those who would maintain 
the a priori view. Thus, it has been demonstrated by Seggel 
that among the common soldiers in Munich 40% of the 3,052 
eyes studied had manifest hypermetropia, and only 46% ap- 
peared emmetropic; yet they were healthy young adults from 
among whom all notably abnormal had been excluded by the 
enlistment examination. Stricter study would have greatly 
reduced this group of apparent emmetropes, just as Roosa’ 
found among 20 eyes carefully selected as free from manifest 
hypermetropia only 6 which were actually emmetropic under 


*Randall, “The Refraction of the Human Eye,” Amer. Jour. Med. Sciences, July, 
1885. 


’Trans. Am. Oph. Society, 1878. 
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atropia—the rest revealing hypermetropia of .65 to 1.5D. In 
a study of the eyes of medical students, I found with the test 
glasses, among 142 eyes, 51 apparently emmetropic, 54 myopic, 
and only 37 with manifest hypermetropia; yet the ophthal- 
moscope and other methods proved that full 92 were hyper- 
metropic, only Ig myopic, and at most 31 emmetropic.‘ Of 
the 51 eyes which rejected convex glasses and seemed emme- 
tropic, only 16 appeared so by other tests; and the use of a 
mydriatic would have reduced even this list nearly to the van- 
ishing point. Only 32, or 18.8%, of the total eyes examined 
could be regarded as free from ametropia, manifest even to the 
incomplete investigation. 

So, too, the refraction work in our clinics gives a showing 
of the ametropia that can be robbed of little of its force by 
the claim that eye patients do not fairly represent the general 
population. One-third of the work done at the Wills Eye 
Hospital in Philadelphia among its 10,000 annual patients, is 
the correction of refraction errors; and the proportion is nearly 
one-half in the Eye Clinic of the University of Pennsylvania. 
Let it be shown by competent investigation that any large 
group of adults presents a considerable proportion of emme- 
tropia, and then only will such facts as these be at allin need 
of confirmation. If we look at any group of people whose re- 
fraction has been measured in order to seek the relation of 
refraction error to other disease—be it chorea, epilepsy, glau- 
coma or anything else—we find results that vary only with the 
method and care of the examiner. Dr. de Schweinitz found, 
as did Stevens, a high proportion of ametropia among choreic 
children, but not more than Risley found in 1,200 of the gener- 
al school population of Philadelphia. In the latter investiga- 
tion the emmetropes remained practically unvarying in the 
ages from 6 to 21 years. The study ofadults reaches parallel 
results. 

Those who would uphold the assumption of the prevalence 
of emmetropia must fall back upon a series of unproven and 


‘Randall, “Eyes of Medical Students,” Trans. Pennsylvania State Med. Soc. 1855. 
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really untenable explanations of why the facts conflict with 
their theory. They must exclude all low grades of error as 
unimportant and physiologically normal—a point which exper- 
ience in correcting small errors fully disproves. Small grades 
of ametropia are quite as often the cause of asthenopia as the 
larger ones; and while far from asserting that the weak glasses 
of my test case are the most important, I must needs recognize 
that this neglect of the low grades of refraction error is one of 
the few points in which Donders’ great treatise has been found 
imperfect. One stronghold remains, but it is difficult to see 
how anything but blind prejudice can deem it impregnable. It 
is claimed by some that mydriatics give us a false view of the 
refractive condition of the eye, that paralysis of the accomoda- 
tion is accompained by a fictitious decrease of the refraction, 
and that the measurements so obtained must be “discounted” 
in order to arrive at the true static refraction or condition of 
entire rest. Merely negative evidence can be adduced in sup- 
port of this view, and abundant positive evidence to the con- 
trary is readily accessible. The oft-quoted statement of 
Donders is cited, that ,“a tone of accommodation” to the ex- 
tent of .37 to .goD. is usual and can be relaxed only by accom- 
modative paralysis—a view from which he did not publicly 
recede, so faras I know. Yet he wrote to me as to this in 
1885: “The difference is slighter than I had supposed and 
may be neglected for the myopic eye. Another question is 
whether it depends on the tone of accommodation, which can 
only be supposed (as existing generally in not-striped muscular 
tissue), but not proved.” 

The resting points for this view are the facts that a mydria- 
tic often shows a lower myopia or a higher hypermetropia than 
is discoverable before or after its use, and that most people 
complain of blurred distant vision if the full mydriatic correc- 
tion is given.’ Most persons certainly do at first, or at least 
most hypermetropes; but it is exceedingly pertinent to ask 


5As Dr. Jackson has pointed out, full correction for § metres is really 0.2 D. over- 
correction for distance, a point usually forgotten. 
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why a// do not, and why myopes are rarely much troubled in 
| this regard. The answer is really self-evident—the myope 
has generally established no habitual accommodative tension; 
if it is present in any case, every one recognizes it as an “‘ac- 
commodative cramp,” not a “tone.” The hypermetrope, on 
the other hand, has so long maintained his accommodation 
tense, even in distant vision, that he finds it hard to unlearn 
the habit when it becomes no longer necessary. What oph- 
thalmoscopist ever found it easy at once to relax all accom 
modative effort, or even after he has learned to relax, finds it 
always possible to do so? An eye whose accommodation has ‘ 
. long been cramped is apt to return to its cramp when the my- 
4 driatic wears off, and will therefore see imperfectly at a dis- 
tance with the totally correcting glass. If such a difficulty 
lasts more than a fortnight, as it will ina very few cases, it is 
almost invariably because of muscular insufficiency which has 
not been corrected. The essential question here to be consid- 
ered is whether the mydriatic, pushed to total paralysis of the 
accommodation, invariably gives an untrue picture of the refrac- 
tion and causes an artificial hypermetropia, as has been claimed. 
From two -points of view this claim can be distinctly dis- 
proved. First the cases are not very rare in which full my- 
driatic paralysis gives identically the same result as was 
obtained with active accommodation; and secondly, a large 
number of cases can be taught fully to relax their accommoda- 


tion and obtain full vision with a glass totally correcting the de- 

fect revealed under the mydriatic. The length of the time and 

the amount of annoying blurring before this is gained vary in 

different cases, and the question must always present itself to 
{ the practitioner, whether the benefits may not be fully gained 


and the discomfort lessened by giving an under-correcting 
glass. But this is a question of expediency, not of necessity; 
and those who habitually give total corrections and insist upon 
their constant wear, fail in few cases to obtain the desired re- 
sult. 

In the appended table of cases will be found, first, a group 
where the refraction was unchanged by the mydriatic; second, 
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those who obtained full vision with totally correcting glasses; 
and third, a series to show how far astray the manifest error 
was from the true refraction. Of the first class of these cases, 
where the refraction was the same before and with the mydri- 
atic, I have few accessible records, and I cannot, like Roosa, 
cite 6 eyes out of 20 which remained absolutely emmetropic 
under atropine. Yet every one who has put this matter toa 
fair test has met such cases, not only in middle life, but even 
in childhood. Inthe school examinations, Cohn reports 34 
cases whose manifest hypermetropia was absolutely unchanged 
by total atropine mydriasis; and Diirr obtained like results 
under homatropine. Such cases, if not common, are not the 
less emphatic in their teaching. Of those who have received 
totally correcting glasses and with them have obtained full 
vision, dozens might be cited, although I have not tested and 
recorded the ultimate vision in even one-half of those who 
ceased to complain of blurring fur distance, and have chosen 
only hypermetropes here as illustrations. Of the third group 
only a few are brought forward, because no one who has ever 
used a mydriatic can doubt that, in a large proportion of cases, 
the true result cannot possibly be obtained without it. These 
are all recent cases from my private record. 

And here let me say as to my refraction work, that it is all 
done under conditions practically identical, with good uniform 
illumination on the test-card, that the mistake of even a single 
letter in a long line has been signified by a question mark, that 
the minutest errors and discrepancies have been noted, and 
that full mydriatic paralysis has not been assumed merely be- 
cause a mydriatic had been several times instilled, but proven 
by careful tests both for distance and for near. In the latter 
case an artificial far-point of 25 cm. has been generally used, 
and as the test object the finest of type or Burchardt’s dots. 

While a mydriatic has been habitually employed, it has been 
always regarded as a disagreeable measure which should be 
avoided if possible; and accordingly, among the last 250 cases 
on my record, I fied that there were 175 of refraction error 
(exclusive of presbyopia), and in 101 of these a mydriatic was 
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used. Of the remainder, there were 53 patients less than 45 
years of age to whom no mydriatic was given. This was not 
always from choice, for there were some of these cases where 
the mydriatic was advised, and the manifest glass was given 
only tentatively and under protest. There were also a few 
cases where I refused to give a glass without full use of a my- 
driatic, and thereby lost the patient: but these have not been 
included here. The method of employment has depended 
upon the mydriatic and the case. With hyoscyamiz sulphate, 
which I much prefer, a 2-grain solution has been prescribed, 
to be instilled one drop in each eye at bedtime and again on 
rising, with perhaps another instillation before the measure- 
ment. Dark coquilles or a thick veil have been worn to shade 
the eyes from glare, and the examination generally repeated, 
with continued instillation, on several days. Retinoscopy with 
the plane mirror at 4 metres distance, and the ophthalmoscope, 
have been used as control tests—the former being specially 
valuable, since with it discrepancies of .25 D. or 5° in cylinder 
axis can hardly be overlooked. 

As a mydriatic, hyoscyamine is probably unequalled. 
Chemically identical with duboisine, it yet seems distinctly 
less inclined to exert the toxic action which too often made 
the latter drug a treacherous ally; and in a strength of 2 grs. 
to the ounce it rarely causes any constitutional symptoms. Its 
action is more prompt and energetic than that of atropia in 
stronger solutions, and its full action is obtained in about half 
an hour. Even aftera single instillation there is little or no 
diminution in its effect for about seventy hours, while the 
troublesome period of returning accommodation is only about 
two days. Recovery from its effect is as complete in five days 
as onthe tenth day after the use of the atropia, although the 
grasp of the latter drug begins to waver much earlier, while the 
hyoscyamine is still in full control. A week can generally be 
set, therefore, as the time during which near work must be 
abandoned on its account, while the similar period for atropia 
is quite two weeks. Thisis a strong point in its favor, since it 
is quite trouble enough to disable the patient for the shorter 
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period; but its highest value lies in the unvarying grasp upon 
the accommodation for about three days after the last instilla- 
tion, so that the rest which it enforces is generally absolute. 
As this “putting the accommodation in splints” is one of the 
special indications for the use of a mydriatic, and one in which 


‘ the atropia gives at most two days of rest, the superiority of 


the shorter-lived mydriatic is manifest. No value of this sort 
attaches to the use of homatropine; but in eyes that are not 
very irritable, total paralysis can be obtained by several in- 
stillations of a 6 gr. solution, and it has much value in its nar- 
row field. 

When, with or without a mydriatic, a glass is found which 
gives the best attainable vision and is confirmed by the retino- 
scopy and ophthalmoscope, there is room for judgment as to 
whether it shall be ordered as it stands or be modified to meet 
some special indication of the case; but there is in few cases 
anything but disadvantage in waiting until the mydriasis has 
wholly disappeared before ordering the glass. The accommo- 
dation and muscular condition should be determined at the 
first examination, and furnish, with the history, the only data 
which legitimately influence the decision as to the glass to be 
given. Upon one general rule I should like to insist, because 
it would seem to be followed by few, and that is that the total 
correction should be given unmodified, except for clear and 
definite cause. It is not always wise to give full correction to 
myopes; but I am persuaded that if our European colleagues 
would do more of it, with careful correction of astigmatism, 
they would see far less progressive myopia. As has been said, 
it is sometimes very difficult to geta hypermetrope to accept 
the total mydriatic correction; and, in the absence of strabis- 
mus or asthenopia, policy may dictate a reduction of the con- 
vex spherical by .25 or .5 D. Insufficiency of convergence, 
especially for distance, generally makes the use of the total 
correcting glass impossible unless it is‘;combined with a pris- 
matic correction. This latter can often be most satisfactorily 
obtained by modification of the centering of the lenses. In- 
attention by oculists and opticians to this matter of precise 
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centering is a prolific source of unsatisfactory results, which 
very little care could wholly avoid; and the oculist should 
specify the exact distance between the optical centres, and 
make a point of verifying the strength and fit of every glass he 
orders, if possible. 

While there is little in the foregoing that can make the least 
claim to novelty, since most of it has been previously and better 
said, it contains much, I believe, which is at present accepted 
and applied in practice by only too small a minority. I beg 
leave, therefore, in closing, to reiterate the following points and 
to urge their importance upon all who are doing ophthalmo- 
logical work: 

1. Errors of refraction are present in the great majority of 
cases, but need correction in only a portion of those who suffer 
with eye-trouble. 

2. In all correction of refraction errors, the manifest refrac- 
tion is as uncertain a basis as a quicksand, and the static re- 
fraction is the only true basis on which to work. 

3. A mydriatic is often required in order to give the eye a 
needed rest and to measure correctly the refraction, and it 
must be used to the extent of total ciliary paralysis to meet 
this end, as a small remnant of accommodation is sufficient to 
mask astigmatism as well as hypermetropia. 

4. The glass as determined under full mydriatic paralysis 
measures the true static refraction of the eye. 

5. The glass given should accord with the static refraction 
of the eye, being modified only for good and definite cause. 

6. The minutest accuracy is desirable as to the strength and 
fitness of the glasses, and the width of the optical centres 
should be exactly prescribed. 

7. The balance of the ocular muscles should be strictly 
studied in every case, since these relations have important 
bearings upon the ordering of lenses. 

6. If these matters have been properly studied when the 
case is first seen, there is rarely any need of delaying the 
ordering of the glasses until the accommodation has returned. 
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SELECTIONS. 


Cases ILLUSTRATING KEFRACTION UNCHANGED BY FULL MyDRIASIS. 


1. Miss Kate S., set. 24; Right Eye V = °/, +, no astigmatic lines chosen, near- 
point for D = .50, 13 cm., with + .75 spherical V = °/¢? +; under homatropine 
with + .goor.75 sph. V=/s: Left Eye +, with + .65 cylinder axis 
180° V = */, ? +, under hom. with + .65 cyl. axis 180° ®/¢. 

2. Miss Mary W.. xt. 24; R. E. °/o, with —1o. sph. ®/12 +, no lines chosen; un- 
der hyoscyamine — 10. (with or without — .50 cyl. axis 15°) °/7.5 2: L. E.®/o, — 10. 
sph. ®/12 +; under the mydriatic — 10. s. (> — .50 cyl. axis 150°?) °/; 2. With- 
out glass D =.50, 5 to 10 cm. each. 

3. George B., zt. 16, R E. ®/50, no lines D=.50 read from 8 to.25 cm., with 
— 3-25 sph. °/s; under homatropine with — 3.25°/s. L. E. °/s0, no lines, same 
accom., with — 4. sph. ®/s: under homatropine,— 4. sph. (or — 3.5 s. [ — .50 c. 
axis 180° ? ) ®/¢. 


‘CASES ILLUSTRATING FULL VISION THROUGH THE TOTALLY CORRECTING LENs. 


1. John W.,, xt. 10; Right Eye V= °/19, lines chosen at 180°, near-point 11 cm. 
for D. .50, eye hypermetropic but vision made worse by any convex glass; under 
hyoscyamine with -+- 2.5 sph. > +- .go cyl. axis 90° °/)5. The left eye gave an 
identical result, before and after the mydriatic. Six months later he came with the 
glasses broken and claiming to see better without them; but saw °/15 and °/j9 with- 
out, and */), each with them. <A few months later his vision had risen to ®/;.5 ? each 
through the glass, and accom. was normal. 

2. Robert L., et. 17, R. E. ®/¢, lines at 180°, near-point 10cm., with +- 1. s. > + 
-37 c. axis 90° °/g +: L. E. same vision and accom., with +- .g0 s. > + .37 c. axis 
go° +. Hyoscyamine showed R. +- 1.25 s. > -+-: 25 c. go° and L. +- 1.25 
s. > + .37 c. go° “/g; and the result has remamed unchanged since, although a low 
grade of exophoria is present. 

3. KichardS., xt. 33, K. E. °/;.5, lines 170°, near-point 22 cm., with — .50 cyl. 
80° 6/g; under hyosc. + .65 c. 180° gave ®/;.5, which became later ®/¢ ?; L. E. ®/9? 
+, with —.50 c. 100° ®/g; under mydriatic + .25 s. > .50 c. 150° gave ®/7.5, 
later 6/6. 

4. Flora J., wet. 13; R. E. ®/¢, no lines, near-point 11 cm., H, m. + .65 s. °/6; un- 
der hyosc. +- .75 s. > + .65 c. 90° gave ®/g: +L. E. ®/4, no lines, D = 1.50 read at 
17 cm. + 2. s. + 2.5 c. go° 2; under hyosc. +- 2.s.> + 3. c. 90° gave ®/12?+-. 
A month later the vision was still 6/g +- on the right and °/). ? +- on the left. 

5. Sadie D., at. 26; R. E. 6/;.5 2, lines 180°, near-point 15 cm., with + 2.5 s. > 
.64 c. go° under hyosc. 3.25 s. + .§0 c. 90° 6/g?: L. E. 6/75 %, same 
lines and near-point, with +- 2.5 s. >+-.25 c. 90° 6/¢ ?, under hyosc. -+- 3.25 s. > .50 
c. go° 6/g. As this seemed a slight over-correction + 3. s. > + .50c. go° was 
given, and with it three months later eac: eye saw 6/,?. Agnew had given spheri- 
cals +- 2.75 and 2.5 several years previously. 

6. Miss M., wt. 23, R. E. °/;.5 2, no lines, near-point 22 cm., H. m. +-.g0 s. ®/7.5 2; 
under hyosc. + 1.5 s. > + .37 c. 90° */.5?; L. E. °/y 2, no lines, same accom., with 
+ .90 s. ®/y 2; under the mydriatic with + 1.5 s. + .37 ¢. 90° °/7.5?-+. She was 
still able to read many of ®/g with each eye when seen after the mydriatic had disap- 

\peared, and has remained comfortable with constant wear of her glass. 
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7- Mrs. L., et. 34, R. E. ®/¢ ?, no lines, H. m. + .25, same vision; under hyosc. 
with + 25 c go° ?; later full: L. E. lines 15°, with + 3.5 c. axis 105° 
under mydriatic +- .5 s. > + 4 § c. axis 100° ®/)): same vision after return of accom. 

8. Mrs. W., cet. 44, R. E. ®/24, lines, 150°, with + 1. s. > + .50 c. axis 60° ®/)» ?; 
ander hyosc. with +- 1.5 s. °/s ?, later ®/g: L. E. ®/s0, lines at 30°, with + 1.25 s. > 
+ .§0 c. axis 120° ®/;2 2; under hyosc. with + 1.75 s. > + .65 c. axis 90° ®/;.5 +: 
later ®/¢?. 

9g. Mrs. H., zt. 30, K. E. ®/30 2, impeoved by no glass, lines 165°, read D=.5 at 
15 cm.; under hyosc. with +- .25 s. 1.5 c. axis go° ? +, later 2: L. E. 
lines 90°, D =.5 from 30 to 45 cm., » with + 2. s. ®/123 under hyosc. with +- 3.5 s. */», 
later ®/y +. The lowered vision was due to hazy and irregular corneze, worse on the 
right. 

10. Mary C., zt. 16, R. E. ®/, no lines, near-point 32 cm., with +- .65 s.°/;.5; un- 
der hyosc. with +- 1. s. > + .50 c. axis 80° */«; L. E. */9, no lines, same near-point 
with +- .go s. ®/;.5; under mydriatic with +- .9 s. > + .65 c. axis 100° */;.5-++. As 
these seemed slightly over-correcting, +- .75 s. was given in combination with the 
cylinder for each eye; and when last seen the right had V—*/, ?, left ®/¢ full. 


Cases ILLUSTRATING MARKED DIFFERENCES BETWEEN THE MANIFEST AND TRUE 
REFRACTION. 


1. Mrs. C., wt. 38, R. E. */i9 ? +, lines chosen at 105°, near-point indeterminate 
with—2. c. axis 80° ®/;,? -+-; under hyoscyamine with -}- 2.25 c. axis 120° ®/;.5 ? +; 
L. E. ®/i5 2? +, limes at 105° near-point 18 cm. for D = .5, with — 2. c. axis 165° 
®/12 2; under hyosc. with + 2. c. axis 80° ®/;.5 ? +. 

2. Lizzie K., zt. 23, R. F. ®/s0, lines at 120°, large print spelled with difficulty, 
with — 3. s. > — 2.5 c. axis 35° ®/29 ?; under hyoscine with — 1. s. S — 4.5 c. axis 
45° */7.52-+3  L. E. ®/go, lines at 60°, large print at 10 cm., with — 4. s. > — 2.5 c. 
axis 150° */,;?2-+. These seemed accurate, but the cylinders alone were ordered; 
and with them she had a month later ®/;.2? each Three years later she returned 
with ®/;, most of ®/9, on the right and °/;; on the left, with these glasses. Her glasses 
had been frequently strengthened before eoming to me, and she was wearing — 6. 5 
sphericals given by an optician “professor.” 

3- Miss M., et. 34, R. E. ®/12? +, lines at 105°, large print at 35 cm., with 
+ .65c. axis 105° under hyoscyamine with -+- 3. s. °/s ??: L. E. ®/¢ 22; no lines, 
near-point 25 cm., all glasses rejected; under hyosc. with + 2.s. °/g?. These were 
given, but worn little except for near work; with them when last seen °/g ?? right, and 
6/6 2? left. 

4. Miss Minnie C. et. 22, R. E. ®/19, with — .75 c. axis 105° */12; under homatr. 
with + 1s.7 + .50c. axis 20°%/yg-+: L. with — .25 c. axis 75° ®/12 +; 
under hom. with +- 1. s. > + .75 c. axis 160° ®/g +. Some exophoria, and she had 
worn concave glas<es. 

5. Mrs. G. R., xt. 22, R. E. ®/¢o, lines at 75°, chose — 3. s. 7 — 2. c. axis 165°; 
under hyose. with —.75 s. > — 3.5 c. axis 170° 8/12: L. E. ®/i9, lines at 100°, chose 
—I.s.2—1.§c. axis 10°; under hyesc. with — 2.75 c. axis 10° ®/g9? With these 
the vision was slightly better when last seen.—/ournal American Medical 
Association. 
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